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OBTURATOR HERNIA 


R. SinGer, P. M. LEARY AND N. G. HOFMEYR 


Department of Anatomy, University of Cape Town 


Obturator hernia is the commonest of the rare ab- 
dominal and pelvic herniae which clinically form a 
group occurring in less than 1% of all abdomino- 
pelvic herniae.' First described by De Ronsil in 1724, 
it has at various times also been called subpubic hernia, 
thyroidal hernia and hernia through the foramen ovale. 
By 1907, 200 cases had been reported in the literature, 
and by 1947 just over 400 cases were on record. A 
preoperative diagnosis was rarely made until recent 
years and the operative mortality is variously given as 
‘more than 30%’ ? and ‘approximately 75 %’.' 


MATERIAL 


Our attention was drawn to this condition during 
routine cadaveric dissection of the pelvis in the Anatomy 
Department, and a subsequent survey was made of the 
available dissected specimens. A total of 44 cadaveric 
specimens were examined, of European, Cape Coloured 
and South African Negro (Bantu) origin. 


RESULTS AND DISCUSSION 


Incidence: \t is usually stated of clinical cases that most 
of the patients are over 60 years of age, though obtu- 
rator hernia has been recorded even in a child of 12 
years.? The sex ratio in 400 cases is a preponderance 
of 6 : | in females, the difference being attributed to 
pregnancy and the larger obturator foramina in the 
female. In addition, it is obvious that in repeated 
pregnancies the parietal peritoneum becomes ‘stretched’ 
with subsequent increased relaxation. 

In our small series, 14 cadavers were females and 30 
Obturator ‘herniae’ were found in 9 fe- 


were males. } 
males (64°%%) and 7 males (23%), a total incidence 
therefore of 16 out of 44 specimens (36%). In all in- 


stances the herniation was bilateral. 

This very high incidence cannot be directly compared 
with clinical impressions of the frequency of the con- 
dition, for these ‘herniae’ are really protrusions of 


aggregated subperitoneal fat covered by extraperitoneal 
loose connective tissue, which constitute ‘pilot tags’ of 
a pre-hernial condition (Fig. 1). However, Anson et 
al.* found no case of serious hernia into the obturator 
canal in 360 body-halves (i.e. 180 cadavers) and only 
6 instances (3°) of preperitoneal protrusion. 

It is difficult to account for this marked discrepancy 
in these incidences, and an investigation will now be 
undertaken to determine whether there are any marked 
structural variations in the size, shape and angulation 
of the obturator foramen and canal in the various 
racial groups studied and in the cadavers examined. 

The age-range of the specimens examined and ex- 
hibiting herniation was: 

Males: 63-77 years (average 70 years) 
Females: 34-92 years (average 69 years). 

Previous investigators have remarked that the con- 
dition usually presented in emaciated individuals, but 
we found as many cadavers with a fair amount of fat 
in the tissues as those without fat, and those without 
fat were ‘thin’ or ‘not fat’ rather than ‘emaciated’ or 
‘wasted’. 

It is not possible to trace in which of the specimens 
symptoms had been present, which may have referred 
to the presence of herniation, but none of the ‘pilot 
tags’ had true sacs containing intestines, fallopian 
tubes or ovaries, and none were strangulated. 


ANATOMY (NORMAL AND IN HERNIATION) 


Normally the obturator (or thyroid) foramen lies 
below and medial to the acetabulum. Its longer axis 
is directed downwards and outwards and is rather more 
vertical in the male than in the female—a feature which 
we believe also contributes to the greater female inci- 
dence. Its margins are sharp for the attachment of the 
fibrous obturator membrane, which closes the opening 
except opposite the obturator groove superiorly where 
it converts the groove into a canal. The obturator 
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nerve (lying supero-lateral) and artery enter this fibro- 
osseous canal above the attachment of the parietal 
layer of pelvic fascia (obturator fascia) to the obturator 
membrane (Fig. 2). The obturator canal is about 3 cm. 
in length and just capable of admitting the tip of the 
little finger. 

In our series the length of hernia or ‘pilot tag’ varied 
from 0-5 to 2-5 cm. (average 1-5 cm.), and on its inner 
aspect the peritoneum was firmly adherent and in- 
vaginated in such a way as to give the impression that 
a true sac was beginning to form. These hernial tags 
were all fairly firmly fixed in the obturator canal and 
in all but one case were found medial to the nerve and 
vessels (Fig. 2). In the one specimen, the tag was infero- 
lateral to the nerve and vessels. The anastomosis 
between the pubic branches of the obturator and 
inferior epigastric arteries was on the medial aspect of 
the ‘neck’ of the hernia (Fig. 1). Aird? states that 
sometimes the fasciculi of the obturator nerve may be 
spread over the surface of the sac or the sac may emerge 
between the anterior and posterior branches of the 
nerve. 

If the hernia is progressive it emerges above the 
obturator externus muscle and comes to lie deep to 
pectineus. If it extends no further it cannot be palpated. 
Beyond this, however, it may be located between the 
pectineus and adductor muscles in the femoral triangle 
and may be mistaken for a femoral hernia. 

Picqué and Poirier ® classified obturator herniae into 
3 varieties: 

1. In the obturator canal. The sac of the hernia 
passes through the canal and emerges under cover of 
pectineus muscle. This is the commonest type. 

2. Between the middle and superior fasciculi of the 
obturator externus muscle. The course of the sac in 
this type is along the route taken by the inferior branches 
of the obturator nerve and artery, the fundus of the sac 
passing between the superior and middle fasciculi of 
the obturator externus muscle. 


3. Between the external and internal obturator 
membranes. This is the rarest form of hernia, the sac 
passing downwards and forwards between the internal 
and external (superficial) obturator membranes. The 
superficial part of the obturator membrane consists 
of a transverse band attached laterally to the transverse 
ligament of the acetabulum and lateral border of obtu- 
rator foramen, and medially to the ramus of the pubis. 
The sac cannot be freed here unless this superficial 
part of the obturator membrane is excised. 

At operation the sac usually contains small intestine 
(rarely large intestine), fallopian tubes or ovaries. 
Strangulation is a common complication and was 
present in the majority of reported cases. A Richter’s 
hernia is not unusual in this situation, producing the 
signs of only partial strangulation. 


SIGNS AND SYMPTOMS 


Strangulation of a hernia which is presenting deep to 
the pectineus muscle will produce a vague mass on the 
medial side of the thigh. The patient keeps the thigh 
flexed so as to relax the pectineus, and attempts to 
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produce extension will cause severe pain. Adduction 
of the hip joint is also resisted because this movement 
tends to squeeze the hernial sac against the obturator 
externus muscle. 


Pressure on the obturator nerve may be referred 
along the geniculate branch of the posterior division 
of the nerve to the postero-medial aspect of the knee, 
and/or pain may be referred to the antero-medial 
aspect of the thigh via the cutaneous branch of the 
anterior division of the obturator nerve, which ends in 
the subsartorial plexus. 

In the absence of strangulation, the Howship-Rom- 
berg syndrome is characteristic of obturator hernia, 
namely, a tingling or burning sensation or pain along 
the antero-medial aspect of the thigh and around the 
knee joint aggravated by straining or coughing, but not 
by movements of the hip joint. Digital vaginal or 
rectal examination may confirm suspicions of an obtu- 
rator hernia. A surgeon should consider such a diag- 
nosis in elderly females with vague abdominal pains 
associated with intermittent pain in the thigh muscles. 
Von Zwalenburg ® stated that he successfully operated 
on an emaciated female of 76 years, who had been 
complaining for 26 years of recurrent colicky pains 
low down in the abdomen and radiating to the thighs. 
He found a mass of fat adhering to the fundus of the 
hernial sac. 


An accurate pre-operative diagnosis was made in 
less than 20% of the reported cases and obturator 
hernia has been mistaken for femoral hernia, adenitis, 
psoas abscess, varicose veins, phlebitis and hip joint 
disease. 


SUMMARY 


Obturator ‘pilot tags’ or ‘herniae’ were detected bi- 
laterally in 16 of 44 cadavers examined. The ratio of 
female to male was 3 : | and the average age for the 
condition was 69 years in females and 70 years in 
males. These figures are compared with those pre- 
viously reported. 

The normal anatomy of the obturator canal and its 
relationships is described, and the relationship of the 
various types of obturator herniae to these structures 
is indicated. 


The aetiology and symptomatology of obturator 
herniae are also dealt with. Clinical presentation of 
the condition is very rare. 


Thanks are due to Mr. G. McManus, the Department of Surgery, 
University of Cape Town, for the photographs. 
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VAN DIE REDAKSIE 
DIE GEVREESDE KNOPIESPINNEKOP 


Baie mense verkeer onder die verkeerde indruk dat die 
knopiespinnekop net in die Westelike Provinsie gevind 
word. Volgens ’n verslag van Smithers! wat in 1944 
verskyn het, word die knopiespinnekop in al 4 provinsies 
van die Unie gevind, ook in Suidwes-Afrika, Suid- 
Rhodesié en Swaziland maar nie in Basoetoland of 
Betsjoeanaland nie. Sy landkaart dui aan dat in Kaapland 
die knopiespinnekop veral in die Westelike Provinsie, 
Namakwaland en in die streke De Aar-Middelburg, 
Port Elizabeth-Humansdorp en die Transkei volop is. 
Die knopiespinnekop word ook in afgesonderde kolle 
naby die Natalkus, in die noorde en die suide van die 
Oranje-Vrystaat en in die oostelike punt van dieTransvaal 
gevind. Die bevolkingsyfer van die spinnekop in ander 
streke is onbekend, maar in die Westelike Provinsie is 
hul in die somermaande somtyds volop in koringlande; 
Smithers het onder | uit elke 6 koringgerwe ‘n knopie- 
spinnekopnes gevind en op een plaas het ’n vuurtjie 
gedurig gebrand waarin elke oeswa se oorskiet gegooi is.” 

In die verlede het daar verwarring geheers oor beide 
die name en die getalle van die verskillende soorte wat 
in die Unie voorkom. Dit is nou bevestig dat Latrodectus 
indistinctus die eintlike knopie- of knoppiespinnekeop is 
en dat die minder giftige L. geometricus die enigste ander 
lid van die familie Latrodectus is wat hier gevind word. 
L. geometricus is net so wydversprei soos L. indistinctus 
maar skuil naby geboue—selfs in Kaapstad en Johannes- 
burg—terwyl L. indistinctus in landelike gebiede 
voorkom. 

Geeneen van hierdie 2 soorte weef ‘n geometriese 
spinnerak nie maar in albei gevalle lei ‘n paar onreél- 
matige vertragingsdrade na ‘n tonnel wat in ’n diggeweef- 
de sakagtige nes uitmond. In die kante van die nes is 
die liggame van hul prooi en ander opdrifsels somtyds 
ingelyf asook wit eiersakkies wat glad of met skerp 
puntjies bedek is na gelang dit die eiersakkies van 
L. indistinctus of L. geometricus is. Kennis van dié 
spinnekoppe verminder die vrees vir hul; die volwassenes 
van beide die Latrodectus-soorte kan maklik uitgeken 
word met behulp van die duidelike beskrywings wat 
gepubliseer is.':* indistinctus het groot ronde 
haarlose agterlyf (met ’n middellyn ietwat meer as 
| cm.—'n bietjie kleiner as ‘n kersie) wat pikgietswart 
van kleur is, behalwe vir ’n paar wit kolletjies op die rug 
en ‘n klein rooi kolletjie by die toppunt, en taamlike 
lang delikate bene wat eenvormig donker van kleur is. 
L. geometricus met dieselfde grootte en bou is soms 
ligter van kleur en het ’n groot rooierige of oranje merk 
in die vorm van ’n uurglas op die buikopperviakte en 
simmetriese patrone op die agterlyfrug; die bene het 
donker bande om die gewrigte. 
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EDITORIAL 
THE DREADED BUTTON SPIDER 


Many people mistakenly believe that the Button spider 
is confined to the Western Province. In 1944 Smithers! 
reported that the Button spider had been found in all 
4 provinces of the Union and in South West Africa, 
Southern Rhodesia and Swaziland, but not in Basutoland 
or Bechuanaland. His map shows that the known 
distribution in the Cape, apart from the Western Province 
and Namaqualand, is mainly in the De Aar—Middelburg 
and the Port Elizabeth—Humansdorp regions, and in 
the Transkei. Other areas where the Button spider is 
found are at isolated points near the Natal coast, in 
the extreme north and south of the Orange Free State, 
and in the eastern tip of the Transvaal. The size of the 
spider populations in the other regions is unknown, 
but in the Western Province large numbers are sometimes 
found in the wheatfields in the summer; a count by 
Smithers showed that | of every 6 sheaves turned over 
sheltered a Button-spider nest on the underside, and on 
one farm a fire was kept burning to receive the sweepings 
from waggons that had carried the harvest.” 

There has been confusion in the past over both the 
names and numbers of different species that are found 
in the Union; it is now established that the true Button 
spider (Knoppiespinnekop or knopiespinnekop) is Latro- 
dectus indistinctus, and that the only other member of 
the genus Latrodectus occurring here is the less poisonous 
L. geometricus, which is at least as widely distributed as 
L. indistinctus, and is found in sheltered situations near 
buildings, even in Cape Town and Johannesburg. 
L. indistinctus, on the other hand, is a rural inhabitant. 

Neither species spins a geometrical web, and in both 
a few irregular delaying threads lead to a tunnel which 
in turn opens into a closely woven pocket-like nest. 
The nest may have the bodies of the prey and other 
debris incorporated in its walls, and may contain white 
egg-sacs that are smooth or covered with spikes, depen- 
ding on whether they cover the eggs of L. indistinctus 
or L. geometricus. 

To know the spiders is to dread them less; the adults 
of both latrodectus species are easily identified from the 
clear published descriptions.':* L. indistinctus has a 
big rounded hairless abdomen with a diameter measuring 
rather more than | cm. (i.e., smaller than a cherry) 
which is jet black in colour (except for a few white spots 
on the dorsum and a small red spot at the apex), and 
fairly long delicate legs of a uniformly dark colour. 
L. geometricus, of similar size and shape, differs in that 
it may be lighter in colour and bears a large reddish or 
orange-coloured hour-glass shaped marking on the 
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Die mannetjies is klein en word selde gesien. ventral surface and symmetrical designs on the dorsum 
Ongelukkig ondergaan die jong mannetjies en wyfies of the abdomen; the legs have dark bands at the joints. 
yan albei soorte verskillende kleur- en patroon- The male spiders are small and rarely seen. Unfortu- 
veranderings wat dit moeilik maak om hul uit te ken. nately, the young spiders of both sexes (in both species) 
Daar is boonop ’n uitsondering op die pikgietswart undergo various changes in colour and pattern which 
agterlyf van die volwasse L. indistinctus; ‘n soort make recognition difficult. There is, moreover, an 
(L. indistinctus var. karrooensis) kom in die Karoo voor exception to the jet-black abdomen of the adult L. 
wat in die middel bo-op die rug ’n rooi band of T-vormige —_indistinctus; a variety occurs in the Karoo (L. indistinctus 
merk het.’ var. karrooensis) which bears a median dorsal abdominal 
pider Maar die spinnekoppe daar gelaat. Wat van hul gif? red band or T-shaped marking.' 
ers ! Finlayson was die eerste om van ons inheemse soort die So much for the spiders. What of their poison? 
n all gif uit te trek. °n Uittreksel van die kopborskaste is in Finlayson was the first to extract the venom of our 
frica gedistilleerde water gemaak, daarna uitgedroog en die indigenous species. The cephalo-thoraces were removed, 
land resultaat was ‘n struktuurlose bruin poeier. Dit is gevind extracted in distilled water, and dried, the end product 
dat, gewig vir gewig, die uittreksel van L. indistinctus being an amorphous brown powder. The extract form 
om 4 keer so sterk soos dié van L. geometricus is en net L. indistinctus was found to be 4 times as potent, weight 
ince so sterk soos die gif van die geelslang is. Die gif van for weight, as that from L. geometricus and as powerful 
burg L. indistinctus het baie dieselfde uitwerking op diere as as the venom of the Cape cobra. In animals L. indistinc- 
d in kaakklem-toksien. Geoordeel na die gepubliseerde sus venom closely resembles tetanus toxin in its effects. 
or is gevalle is die kliniese kentekens van vergiftiging by die In man the clinical features of indistinctus and geome- 
: i mens dieselfde of dit deur indistinctus of geometricus  tricus bite appear to be similar as far as can be judged 
: veroorsaak is. Die byt mag pynloos wees en pasiénte from the published cases. The bite may not be painful, 
tate, wat “n paar minute of ’n paar uur nadat hul gebyt is and patients seen minutes or a few hours after being 
"the ondersoek word, ly aan hewige krampagtige pyne in die bitten are found to be suffering from severe cramplike 
wn, ledemate ® of die bors;' en ’n gespanne abdomen wat pains in the abdomen and in the limbs ® or the chest;* 
mes kenmerkend geen gevoeligheid toon nie kom dikwels abdominal rigidity, characteristically without tenderness, 
t by voor gepaard met oormatige sweet, kwyling en somtyds _ is frequent and is accompanied by profuse perspiration, 
over met mislikheid en vomering. Die pasiént toon dikwels  salivation, and sometimes nausea and vomiting. The 
1 on tekens van sianose en mag met asemhalingsmoeilikheid patient is often cyanosed, and ‘some difficulty with 
ings te kampe hé. Die koors mag onder normaal wees of dit breathing’ may occur. The temperature may be sub- 
mag styg; die reflekse word hewiger. Die dood mag normal or may rise; the reflexes may be increased. 
the intree.®° Die kliniese besonderhede wat gepubliseer is, is Death may ensue.* However, the published clinical 
und egter karig en ‘n groter getal gevalle moet ontleed word details are scanty and an analysis of a larger number of 
ton alvorens ’n duidelike kliniese beeld verkry kan word wat cases is needed before the full clinical picture can be 
(ro- vergelykbaar is met dié in ander wérelddele waar ander described and properly compared with that observed in 
- of latrodectus-soorte gevind word, soos die Swarte other parts of the world, where different species of 
ous Weduwee-spinnekop van Noord- en Suid-Amerika  latrodectus are to be found, e.g. The Black Widow 
1 as (L. mactans). spider of North and South America (L. mactans). 
lear Na aanleiding van Finlayson’: se werk is Following on the earlier work of Finlayson 
Irg. gekonsentreerde anti-venien deur die Suid-Afrikaanse a concentrated antivenene prepared (by the South African 
ant Instituut vir Mediese Navorsing berei van die serum _ Institute for Medical Research) from the serum of horses 
oth van perde wat met die gif van beide soorte geimmuniseer immunized with the venoms of both species of spider 
lich is. Hierdie sterk anti-venien is beskikbaar en behoort became readily available. This potent antivenene 
est. die slagoffers van latrodectus-byt van die dood te red should be life-saving for the victims of latrodectus-bite, 
her en volgens verslag uit Amerika * behoort D-tubocurarine and, according to report® from America, D-tubocura- 
lite die pyn te versag. rine should relieve their pain. 
en- 
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or CHROMATOGRAPHY 
the 
In a recent issue of the British Medical Bulletin! the to medicine. Chromatography has become one of the 
55 general scope of chromatography is presented with standard methods of analysis and separation. The 
special emphasis on its direct and indirect contributions method has proved applicable to almost all classes of 
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substances of interest in biochemistry. A special feature 
of the method is that it enables the separation of very 
similar molecules. Multiple qualitative or quantitative 
analyses can be made. 

Chromatography in its various forms has been used 
in the quantitative analysis of amino acids resulting 
from hydrolysis of peptides and proteins. Today we 
know what amino acids are linked in insulin and how 
they are linked. For the fractionation of peptides 
chromatographic methods are available, e.g. partition, 
adsorbtion, and ion-exchange chromatography. By 
suitable choice of method even the most complex 
mixtures can be resolved, and the study of protein 
structure, protein specificity and protein synthesis now 
becomes possible. 

The nucleic acids and their derivatives have presented 
great difficulties to orthodox analytical procedures, 
but they are ideally suited to chromatographic investi- 
gation, especially on filter paper. It is possible to detect 
spots and the amount of material in them without 
spraying reagents and without destroying any of the 
substance at all; this is because all those compounds 
with purine or pyrimidine rings have characteristic 
ultraviolet absorption spectra. 

Chromatography is being used to give us full informa- 
tion about all the individual amino acids present in 
various fluids. The very great diversity of the amino-acid 
pattern of different body fluids has been revealed. 
Plasma and urine have been extensively studied, especially 
disorders of urine amino-acid output, the aminoacidurias; 
and great advances are being made in our knowledge 
of normal and abnormal amino-acid metabolism. 

The discovery and elucidation of the structure of the 
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antibiotics and vitamins have resulted from intensive 


use of chromatographic methods, which have proved: 


indispensible in these fields. In the investigation of the 
polypeptide antibiotics and polymyxins, more so than 
for penicillins and streptomycins, chromatography has 
been most valuable as an aid to otherwise intractable 
problems of chemistry. Chromatography has proved of 
spectacular value in the discovery, separation and analysis 
of the cobalamin ( vitamin B,,.) group and their degrada- 
tion products. 

The steroid compounds which comprise so many 
hormones and other substances of medical interest 
have also been studied by the chromatographic tech- 
niques. Thus the isolation of aldosterone and the 
microbiological synthesis of cortisone have depended on 
these newer methods. Our knowledge of steroid 
metabolism, adrenal steroids and their biosynthesis, 
adrenal secretion, has been tremendously increased 
through the use of chromatography. 

No attempt has been made here to give more than a 
hint of the astonishing developments in chemistry and 
biochemistry made possible by the applications of 
chromatography. Not only can substances be separated 
that are distributed between two equilibrated liquid 
phases or between a liquid and a solid or semi-solid, 
but volatile materials are separable by chromatographic 
means in systems consisting of a gas and a solid or a gas 
and a liquid. As a step to some understanding of 
these fascinating advances this issue of the British 
Medical Bulletin is an important publication for all 
those interested in chromatography. 


1. British Medical Bulletin (1954) : 10. 


REVISION SERIES 
VI. THE MANAGEMENT OF ACUTE APPENDICITIS 


J. F. P. Erasmus, M.Cu., M.D. (RAND) 
Professor of Surgery, University of Cape Town and Head of the Division of Surgery, Groote Schuur Hospital 


Until a few years ago the subject of acute appendicitis 
received very extensive consideration in the medical 
literature. Today it has very largely receded into the 
background, for one of the most dramatic developments 
in surgery within the past decade has been the striking 
drop in the mortality-rate of the disease. 

The reasons for this are not entirely clear; it is almost 
certainly due, at least in part, to the effect of modern 
antibiotics; improvements in anaesthesia have also 
contributed very greatly to this advance, for it has 
always been known that an alarmingly high proportion 
of deaths from acute appendicitis occurred under 
anaesthesia, nor has this danger entirely disappeared. 
More recently it is quite probable that the fall in morta- 
lity may be due to a decline in the virulence of the 
disease itself. 

Whatever the truth may be concerning these specula- 
tions, the fact does remain that there has been a very 


gratifying improvement in the results of the treatment 
of acute appendicitis. Very largely for this reason, 
many of the former arguments concerning the merits 
of various forms of treatment, as applied during different 
stages of the disease, have fallen away. One thing did 
emerge from these debates: the results from any parti- 
cular form of treatment depend almost entirely upon 
the care given to details and to their intelligent modifi- 
cation in the light of particular circumstances. 

Despite all this, however, deaths still occur from acute 
appendicitis and prolonged morbidity is still not infre- 
quently the lot of the sufferer from this disease. In 
earlier days the commonest cause of preventable mortality 
was delay in diagnosis; and this is still the most impor- 
tant factor in producing mortality and prolonged 
morbidity. This reason justifies somewhat didactic 
statements relating to diagnosis, rather than a detailed 
discussion of various methods of treatment which are, 
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after all, dictated by the circumstances in which the 
practitioner finds himself and by the facilities at his 
disposal. 


THE DIAGNOSIS 


For the past 50 years medical students have been 
harangued by their teachers on the classic picture of 
acute appendicitis. In spite of this, mistakes and delay in 
diagnosis have continued. Many of these have no 
doubt been due to human failing, but the outstanding 
reason has been the blind and continued servility of 
generations of teachers to the concepts of the classic 
descriptions. One point has from time to time been 
emphasized by those observers who remain unbound by 
tradition when it degenerates into rabbinical dogma: 
the majority of cases of acute appendicitis do fall more 
or less accurately into the timeworn descriptions, 
but a very significant minority do not. In this respect 
figures do not provide any very useful information, but 
roughly one might say that something like 30% of cases 
depart in some significant way from the text-book 
picture of the disease. It is in this group that the vast 
majority of diagnostic errors occur. 


The Onset. Murphy of Chicago described a triad of 
features in the sequence of pain, vomiting and tempera- 
ture. This is the usual sequence, but there are important 
exceptions. In most cases pain does precede vomiting, 
but every now and then the reverse is true. Again, 
the symptoms of the disease usually appear somewhat 
suddenly in a previously healthy individual, but not 
infrequently they are preceded by a period of malaise 
and anorexia, sometimes lasting as long as a few days. 
During this period there may be nausea and occasionally 
vomiting and sometimes even constitutional disturbances, 
Most teachers have emphasized—and most students 
have accepted almost blindly—that the presence of 
headache in a patient with abdominal pain virtually 
excludes the possibility of an acute intra-abdominal 
lesion requiring surgical treatment. Although this is 
true in the vast, almost overwhelming majority of 
instances, it is still not always true; one has had experi- 
ence of a few blunders on this score alone. 

The older writings and teachings laid great stress 
upon constipation as a symptom of acute appendicitis. 
Strangely enough, the absurdity of this, in making the 
diagnosis of an acute disease within a few hours of its 
onset, appears to have escaped notice. It is true that 
if the disease is allowed to persist without treatment for 
a day or more, constipation becomes a symptom in 
many cases; but the symptom hardly warrants serious 
consideration. On the other hand, in the exceptional 
cases—but these exceptions assume very great significance 
—acute appendicitis begins with diarrhoea or is marked 
by frequent loose stools later in the course of the disease. 
Here is a real pitfall for the practitioner, especially 
when the case comes for his attention in the midst of an 
epidemic of gastro-enteritis. It is the author’s opinion 


that the commonest mistake in the diagnosis of acute 
appendicitis is to call it virus enteritis, gastric “flu, 
or by some similar vague appelation. This may happen 
at any age, but most often with children. 
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The Pain. The classroom description of the pain of 
acute appendicitis is very convenient for the candidate 
who faces an examination, but unhappily it falls short 
of the truth in many instances. It is true that the diagnosis 
can often be made over the telephone from the descrip- 
tion of central abdominal pain changing its character, 


cent 


In 25% of allcases and in 
| 25% of cases in each group 
the pain remained at its initial 
site up to the time of operction 


In |5% of cases in group B 
there is a"third pain” as shown 
in x's 


in 75% of all cases there isa 
“second pain” as shown in black. 


In the second 
pain is pelvic 


Fig. 1. 


Acute appendicitis—the sites of pain. 


settling in the right lower quadrant of the abdomen and 
accompanied by various other symptoms and signs; 
but this only occurs in, at most, 70% of cases. In the 
remaining cases the pain may remain at its initial site 
and sometimes a second pain may be felt in parts of 
the abdomen other than the right lower quadrant. 

The facts relating to the history of pain in a series of 
500 closely-analysed cases of proved acute appendicitis 
are indicated in Fig. 1 from which it will appear that 
the quirks of nature are not subject to the dictates of 
the pedant. 

In some instances a ‘third pain’ may already have 
developed by the time the patient presents for diagnosis. 
This is most likely, but by no means invariably, to 
accompany the onset of peritonitis (see Fig. 1). 


In the accompanying diagrams (Figs. 1—4) cases are 
grouped in the following manner: 

A. Those with disease confined to the appendix. 

B. Those with non-limited peritonitis. 

C. Those with limited peritonitis. 


Vomiting. The frequency of vomiting is often under- 
estimated; a not inconsiderable proportion of cases 
present with vomiting as a very prominent feature. 
Ever since Sir David Wilkie of Edinburgh drew attention 
to acute appendiceal obstruction it has been taught 
that this exists as an almost entirely separate entity and 
that in such cases vomiting may be a prominent feature 
of the disease. Without in any way gainsaying the 
important contribution of this great surgeon, the fact 
remains that most clinicians—even very good ones— 
cannot with any real certainty distinguish this from any 
other form of acute appendicitis. An analysis of cases in 
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respect of the symptom of vomiting and its time relation- 
ships to pain appears in Fig. 2. Examination of this dia- 
gram will suggest why it is not uncommon for acute 
appendicitis to be diagnosed as intestinal obstruction. 


PER GROUP - A GROUP - B 


CENT 


GROUP 


Nausea only 


20 Nausea only 


Nausea only 


Nil 
Nil Nil 


x x 
Lines X—X indicate onset of pain — A — Vomit 2 


Fig. 2. Acute appendicitis. Pain—vomiting—nausea. 

From the general practitioner’s point of view this is no 
real error, but the more subtle distinction between the 
two entities may, On occasion, be of great importance in 


the therapeutic management of the case. 


Temperature and Pulse. The temperature in this 
disease is subject to considerable variation but on the 
whole there is a general tendency for it to be elevated, 
as shown in Fig. 3. This figure also gives information 
concerning the pulse rate just prior to operation, which 
is also liable to vary very greatly. Fortunately these 
facts are fairly well known; nevertheless, the fact that 
the peritoneal cavity may contain a large purulent 
exudate in a person with normal pulse and temperature 
readings bears repetition. This is much more likely to 
be so in the aged individual, in whom the constitutional 
responses to a rapidly destructive appendicitis with 
gross peritoneal infection may be minimal or absent. 

The occasional case of acute appendicitis presents 
with very severe constitutional disturbance, very high 
fever and very rapid pulse, not infrequently rapid 
respiration and a flushed appearance. This is commonest 
in the early years of life and in such a case, especially 
if the appendix should lie in the pelvis and the practitioner 
omits to perform a digital rectal examination, the 
diagnosis of pneumonia is often made, especially if the 
patient is not seen until symptoms have been present 
for a number of hours; at this stage it is by no means 
rare for adventitious sounds to be heard in the chest. 
It is well enough known, but also bears repetition, that 
pulmonary atelectasis and moisture frequently complicate 
the picture of peritonitis. 

The case with initial high fever is quite correctly 
viewed with misgiving by the experienced surgeon, not 
because, as formerly stated, it is particularly liable to 
develop the dreaded pylephlebitis, but rather because 
it is likely to have a stormy convalescence from peri- 
tonitis, residual abscess or wound infection. 
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Tenderness. A striking phenomenon in most cases of 
acute appendicitis, if seen early enough, is central 
abdominal pain and tenderness over the site of the 
appendix. Most cases are not seen by a doctor at this very 
early stage but, in the occasional case that is, the diagnosis 
can be made with great assurance. In the vast majority 
of cases of appendicitis the tenderness is present in the 
right lower quadrant of the abdomen. The traditional 
point, described by McBurney, is well enough known, 
but in a patient with true appendiceal disease tenderness 
is rarely confined to one point but lies in its general 
vicinity. Tenderness may obviously be found in other 
parts of the abdomen, for the appendix may not necessa- 
rily have come to lie in its usual position. The cases 
where the tenderness is in an unusual situation, though 
rare, are of great significance. In some instances where 
the appendix is retrocaecal and retroperitoneal the only 
tenderness may be in the loin. It is important to note, 
also, that in some cases the only tenderness that may be 
elicited is on rectal examination. 

It may seem of relatively litthke moment whether a 
refined diagnosis is made, say, between acute appendicitis 
and acute gall-bladder disease in the occasional case 
that presents with tenderness in the right upper quadrant 
of the abdomen. This may well be so in the hands of the 
practitioner experienced in the handling of acute abdomi- 
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Fig. 3. Acute appendicitis. Temperature. Pulse rate and leucocyte 
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nal disease, but it may present very considerable difficul- 
ties to the man who is only occasionally confronted 
with such a situation. At times the difficulty may be 
insuperable and the diagnosis impossible. 


Rigidity. Many doctors have difficulty in estimating 
tenseness of abdominal muscles. This fact is appreciated 
by quite a few who, in view of their limitations in this 
respect, have developed their own alternative methods 
and prove very able in the diagnosis of abdominal 
disease. Unfortunately others fail to appreciate their 
limitation and only too often their patients pay the 
penalty. 

In general, frank rigidity is most frequently en- 
countered in those cases where the disease is no longer 
limited to the initially offending viscus. However, the 
practitioner who is confident that he can distinguish 
between acute appendicitis with and without early 
peritonitis, on the interpretation of rigidity alone, is 
due sooner or later for an unpleasant surprise. 


Urinary Symptoms. With care the differentiation 
between acute appendicitis and pyel/itis can usually be 
made with reasonable certainty, but there are cases 
where this may present considerable difficulty. Every 
now and then a person suffering from acute appendicitis 
experiences pain or burning on micturition, and frequency. 
In these instances examination of the urine not infre- 
quently reveals the presence of a few red and pus cells 
and at operation the appendix is usually found in the 
vicinity of the ureter or bladder. Such mistakes can only 
be avoided by meticulous attention to detail in the 
general examination of the patient. 


Pelvic Pain. It has already been stated that in some 
cases the only tenderness may appear on rectal examina- 
tion. The same may obviously be true of vaginal 
examination. A number of disease processes in the 
female pelvis may very closely simulate acute appen- 
dicitis. At times the distinction is virtually impossible 
and the true state of affairs may be revealed only at 
operation. Such cases should, with careful examination, 
be rather exceptional, but where doubt exists it is much 
safer to err by the diagnosis of acute disease of the 
appendix; if this diagnosis is proved wrong no blame 
can attach to the practitioner, provided he treats pelvic 
inflammatory lesions in the correct manner if they are 
disclosed. Most older or middle-aged practitioners can 
unhappily recall unwarranted removals of inflamed 
adnexae in the mistaken belief that this was the correct 
treatment. 


Leucocytosis. The diagnostic value of an increase 
in the circulating polymorphonuclear cells is undoubted 
(Fig. 3), but here again slavish acceptance of the leucocyte 
count will occasionally lead the practitioner into error. 
Every once in a while even advanced, acute and compli- 
cated disease of the appendix occurs unattended by 
leucocytosis. 


Other Diagnostic Pitfalls. Every practitioner is aware 
that many conditions may masquerade in a train of 
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symptoms and signs which mimic acute abdominal 
disease. There is no need to detail these, but it should 
never be forgotten that, averse as one may be to the 
diagnosis of dual pathology, in actual fact it often does 
exist. More especially in the older age-groups multi- 
plicity of pathology tends to become the rule rather 
than the exception and unless this fact is borne in mind 
the number of mistakes may reach disquieting propor- 
tions. It is possible to encounter cases where there is 
disease in the chest, in the spine or in the nervous system 
as well as acute appendicitis. In actual practice differen- 
tial diagnosis always dwindles from a long list of possi- 
bilities to a very small group of probabilities once 
thorough interrogation and examination have been 
effected; but on occasions the very clever diagnosis 
of some other condition which is present obscures the 
most dangerous presence of acute abdominal disease, 
from which the patient dies. 


Age. From several points that have already emerged it 
is clear enough that the diagnosis of acute appendicitis 
presents peculiar difficulties in the green and in the 
sere. In actual fact, the difficulties are even greater than 
already suggested. 

Acute appendicitis is uncommon in the first few years of 
life and therefore is not even considered in the diagnosis 
of, say, the case of a child below the age of 5 years. 
Particular effort should be made to effect diagnosis 
as early as possible in these cases, because these little 
people are at a distinct disadvantage when afflicted with 
acute appendicitis. In them the appendix frequently 
lies relatively low in the abdomen, with the complications 
already mentioned; they are particularly liable to bouts 
of diarrhoea on various forms of provocation; they 
tend to exhibit fever much more readily and of a higher 
grade than older children or adults; and they are 
commonly affected by inflammatory lesions of the upper 
respiratory passages, which often occur when they are 
ill from some other cause. Rigors, too, may occur in 
small children for many reasons, so that the diagnosis 
of pyelitis is much more likely to be made than that of 
acute appendicitis, and sometimes rigors find their 
counterpart in convulsions. A combination of all these 
factors may give rise to a clinical picture startlingly 
unlike that usually visualized in relation to acute appen- 
dicitis. 

The aged individual has usually come to adapt himself 
to the vicissitudes of existence and the tempo of his 
reactions tends to be much reduced. Except for the 
tyrant or the spoilt darling of the family, the older 
person does not complain of pain as readily as in youth. 
There actually appears to be some blunting of the 
appreciation of pain, and many an old lady or gentleman 
has a very advanced degree of intra-abdominal in- 
flammation with little complaint of pain. Further, 


the reflex viscero-sensory and viscero-motor responses 
tend to be similarly blunted and it is no uncommon 
thing for an old person to develop a diffuse peritonitis 
while under medical observation, without the usual 
evidence of tenderness and rigidity. As already indicated, 
the response of temperature and pulse may be negligible 
in these people. 
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THE TREATMENT 


Lord Moynihan once said that acute appendicitis only 
becomes an emergency if a purgative has been ad- 
ministered. This may have been an exaggeration, 
but the danger of purgation is just as real as it was at 
that time, and, after years of active teaching and propa- 
ganda concerning this peril, cases are still seen in which 
an aperient has been administered (sometimes even 
presented by a medical practitioner) and which come 
to operation with rupture of the appendix and peritonitis. 
Almost invariably a patient coming to operation with 
appendicitis after purgation presents with a very gross 
and dangerous form of the disease, most usually compli- 
cated by peritonitis. 

It is obvious that in many cases the diagnosis is in 
doubt and that most of these patients recover without 
further ado if they are not mishandled. In those early 
years where doubt is greatest it should still be a golden 
rule that if there is any possibility of an acute intraperito- 
neal inflammation or obstructive lesion, nothing should 
be given by mouth. Under this regime it is probable 
that the vast majority of cases will develop no com- 
plications. Again, the sin of administering a powerful 
analgesic drug before the diagnosis is established is 
still committed, despite continued efforts to prevent 
this pernicious practice. 

Whatever differences of opinion there may be as to 
the more precise details of handling a case in its later 
stages, there is complete unanimity on one score: if 
the diagnosis of acute appendicitis is made and cir- 
cumstances are favourable for operation, this should 
be carried out without delay if no complications are 
considered to exist. If the diagnosis is correct, the 
mortality today, as it was several decades back, is 
considerably below 1%. 


The Case Seen on the Third Day 


There has been a slightly ridiculous emphasis laid 
upon the number of hours which elapse between the 
onset of symptoms and the examination of the case and 
the bearing of this upon the type of treatment advised. 
At times zero hour has been 48 hours, at times 36. 
Now the emphasis on these precise figures has very 
largely tended to obscure the main issues of the problem. 
It can, however, be said within very broad terms that 
if a patient is seen on the third day of the illness he is either 
on the road to recovery, or is holding his disease in check 
by a natural mechanical barrier which has been built 
round it, or that he is suffering from  non-limited 
peritonitis. 

If all the indications are that the patient is well on 
the way to recovery, and provided that he is not living 
in isolation, there is obviously no reason to subject 
him to operation at this stage. Depending upon cir- 
cumstances that develop subsequently, or upon the 
opinion of the medical attendant, the patient may or 
may not later require and abdominal operation. It 
should always be remembered that the unscarred 
abdomen is still an asset, provided that a pathological 
process which of its own merits requires surgery does 
not lurk behind it. 
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It is important to bear in mind that there is risk to 
every operation, and if to the very slight immediate 
risk there be added the later risk of intestinal obstruction 
from adhesions, the practitioner should fully realize 
his responsibility not too lightly or frivolously to 
recommend surgical excursions into the abdomen. On 
the other hand, circumstances of isolation—present or 
future—may justify an operation which might not 
otherwise be undertaken. 


The Case with a Palpable Mass 


There is still some confusion regarding the interpre- 
tation of a palpable mass in the abdomen in association 
with, or following upon, an attack of acute appendicitis, 
Occasionally a distended appendix may be felt; if it 
is, then there is almost invariably tenderness over the 
swelling, which is not globular in outline and has not 
clearly definable limits, for the very reason that such 
a case usually shows some persisting tension of the 
overlying abdominal muscles. A case of this type should 
be treated as any other of uncomplicated acute appen- 
dicitis or acute appendicitis with non-limited peritonitis. 

Far more frequently by the third day, or somewhat 
later, a globular mass, well defined and for this reason 
unassociated with the tension of the musculature of the 
abdominal wall, is felt. Usually, if this is so, the patient 
is feeling better and the constitutional response to the 
infection has receded. It is imperative that the nature of 
this mass should be clearly visualized. Within it lies 
the appendix, while the mass itself is comprised of 
conglutinated intestine and omentum which, in the 
vast majority of adults, has effectively closed off the 
offending viscus from further immediate contamination 
of the peritoneal cavity. If now an operation is performed 
and the barriers are broken down to expose the diseased 
appendix, there is a very considerable chance of further 
and sudden contamination of the peritoneal cavity by 
escape of walled-in exudate. There is often some difficul- 
ty in mobilizing the appendix, and this carries a further 
chance of spreading contamination; so that, all in all, 
the removal of the appendix at all costs carries particular 
hazards. 


These hazards are all the greater in the hands of the 
occasional operator and, whereas the experienced 
abdominal surgeon may with reason prefer to perform 
appendicectomy in these circumstances, this should never 
be undertaken by the less expert operator. This touches 
on the matter of conscience, which must naturally be 
the final arbiter of the practitioner’s assessment of his 
own ability. It suffices to say that many otherwise compe- 
tent and experienced surgeons prefer not to perform 
appendicectomy in the majority of these cases. It 
may be added that only very exceptionally in a case of 
this nature is drainage of the peritoneal cavity indicated, 
apart from removal of the appendix. 

Many experienced surgeons feel that in view of the 
relatively short omentum in the young child the dangers 
of not operating exceed those of operating, even when 
the definite mass is felt; but they will nevertheless 
agree that there are particular dangers involved in the 
operation. 
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In the aged patient the relative paucity of constitu- 
tional symptoms and the usually minimal nature of 
pain and tenderness tend to mislead the examiner. It 
js the author’s opinion that the lesser evil is non-operative 
treatment at this stage; but there is no doubt that there 
is an added risk in the application of this rule to the 
aged individual. 

It is usually held that the reduction in mortality 
from acute appendicitis is less obvious in this group of 
cases than it is in general. The matter is still debatable 
and therefore the writer states here his own opinion 
(see Fig. 4., which compares the mortality in 2 series 
of cases from large general hospitals at different times). 
In the 1936 series the mortality was distressingly high. 
The vast majority of cases listed as “C’—i.e. with a mass 
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Fig. 4. Acute appendicitis. Pathology and mortality in 1084 cases. 
A.—Disease limited to appendix. B.—Non-limited peritonitis. 
C.—Closed-off peritonitis. 1.—During 5-year period prior to 
June 1936—573 cases. 2.—During 5-year period prior to June 1954 
—511 cases. 


and localization, with or without subsequent break- 
down and abscess formation—had been treated by 
appendicectomy. In the second series of cases, collected 
over the past 5 years, almost all “C’ cases were treated 
by early non-operative methods, and later drainage of 
the abscess if this was required, without appendicectomy. 

In cases with intra-peritoneal mass (as here defined) 
which are treated without operation, constant surveil- 
lance is essential. Many will claim that this limits the 


application of this method to well-staffed and equipped 
institutions and negates it in other forms of practice. 
There is no doubt that the danger of operation in these 
cases is greater in institutions not so favourably situated, 
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for often the operation is complicated by the development 
of peritonitis or serious wound infection. 

The implications of pertonitis are well enough known, 
but those of wound infection tend to be overlooked. 
There was a time when Wilkie drew attention to the 
fact that wound infection stood high among the causes 
of death from acute appendicitis. Today, however, thanks 
to the research worker and manufacturing chemist it is 
most uncommon for a patient to die from wound infec- 
tion. But it still carries a prolonged morbidity and loss 
of earning capacity. Five years ago some surgeons, from 
whom the present series of cases was collected, were 
still persisting in routine appendicectomy in these cases. 
At that time wound infections were rife and certainly 
caused the patient considerably greater loss of working 
days than initial conservative treatment with later 
interval appendicectomy; and even more serious 
complications causing prolonged post-operative mor- 
bidity occurred in these instances, as compared with 
those treated by early conservativism. 

It is important that a case should not be discharged 
from hospital while the mass is still present, for in 
those instances where it takes a considerable time to 
resolve it is not uncommon for further attacks of pain to 
develop, and in the course of these the complication of 
spreading peritonitis may appear. 

There is little point in pursuing the argument further, 
but the author wishes to repeat and stress the following 
points: In the hands of the occasional operator most 
patients with a limited peritonitis as indicated by the 
presence of a clearly-defined mass are unduly liable to be 
converted into non-limited and spreading peritonitis. 
Most of the masses disappear within a few days. Ina 
proportion pain returns and the constitutional pheno- 
mena associated with pus formation are noted. There is 
now an abscess, almost always well sealed off, which 
must be drained in such a manner as not to reinfect 
the peritoneal cavity. In the occasional case the mass 
may persist and the practitioner is now faced with 2 
possibilities. Firstly, the patient’s prolonged absence 
from work may call for action. In such a case, which is 
rare, the patient must not be allowed to escape from 
medical observation. It presents a problem which is 
certainly outside the province of the occasional operator 
and the element of time allows for reference to a well 
equipped institution and a surgeon of sufficient experience. 
The second possibility is an ominous one, viz., that the 
original diagnosis was mistaken and the mass in fact is 
a carcinoma of the caecum or ascending colon. A 
particularly tragic instance of this kind came recently 
to our own wards. 

It is instructive to note how frequently a patient 
with carcinoma of the caecum exhibits a distended and 
congested appendix. It is not surprising, therefore, 
that every now and then such a patient is submitted to 
operation and the appendix removed. Certainly its 
appearance is in keeping with that usually ascribed to 
acute appendicitis. 


Non-Limited Peritonitis 


The diagnosis of non-limited peritonitis is made 
almost entirely on the presence and extent of the tender- 
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ness and rigidity, but there are occasions when surprise 
rewards exploration of the abdomen and reveals a 
non-limited peritonitis hardly expected from the clinical 
picture of the particular case. In practice the case with 
non-limited peritonitis should be treated by appendicec- 
tomy with or without drainage of the peritoneal cavity, 
as circumstances dictate, unless the removal of the 
appendix is for some reason particularly hazardous. 
There is only one exception to this rule, and fortunately 
it now seldom occurs: if a patient presents after an 
illness of several days with a grossly distended abdomen, 
a state of gross dehydration, the more urgent require- 
ments are the exhibition of antibiotics, the rehydration 
of the individual, and the treatment of the most lethal 
presenting lesion—the intestinal ileus. Such cases 
should be treated, in the first instance at least, by gastro- 
intestinal suction and parenteral alimentation in which 
proteir and whole blood are included. In these cases 
the appendix has long since ruptured, the intestinal 
motility has been absent for some considerable time, 
and on auscultation the belly is as silent as the proverbial 
tomb. So it is also in other cases of peritonitis before 
the advent of the gross distension, and it seems hardly 
likely at this juncture that further contamination of 
the peritoneal cavity is taking place. These cases were 
formerly not uncommon; they account for the appal- 
lingly high mortality rate in the 1936 series. Since that 
time the introduction of gastro-intestinal suction and 
parenteral alimentation has very significantly reduced 
the mortality, and in a number of instances when the 
patient has recovered appendicectomy can well be 
deferred to the place of an interval operation. However, 
in some cases recontamination of the peritoneal cavity 
is probable when peristalsis returns, and appendicectomy 
preferable; but once again it should be emphasized 
that this is no straightforward operation, and it can be 
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fraught with very serious difficulties. It is felt that 
such an operation is far better undertaken under good 
conditions of hospitalization and by an experienced or 
highly-trained surgeon. 


SUMMARY AND CONCLUSIONS 


This article was written at the invitation of the Editor 
of the Journal with the instruction that it should be 
primarily for the general practitioner. For this reason 
certain points in diagnosis have been indicated, as have 
a few pitfalls which may confuse the less experienced 
practitioner. The author is fully aware of the fact that 
many experienced general practitioners have very 
capably dealt with the problem for many years, and such 
remarks as have been made in relation to treatment have 
been made for the guidance of those without such 
experience. In short, it is as true as it ever was that 
early diagnosis calls for early appendicectomy, and that 
early appendicectomy even in hands of the relatively 
inexperienced will give better results than delayed 
treatment in those of the individual better versed in the 
management of acute abdominal disease. 

However, diagnosis may be delayed for a number of 
reasons and this is most likely to happen in the very 
young and in the aged; when it is so, the picture is 
liable to be more complex and it is not in the best interests 
of the patient that his treatment should remain in the 
hands of the journeyman. The occasional operator 
is liable to experience an unnecessary mortality in 
handling the more complicated cases. 

Certain views are expressed in relation to the treatment 
of cases with limited and non-limited peritonitis and as 
some of these are perhaps somewhat controversial a 
few statistical data have been included to support the 
contentions made. 


*"N RADIOLOGIESE STUDIE VAN DIE PYLORIESE KONTRAKSIES IN DIE 
NORMALE MAAG EN IN ’N SPASTIESE KONDISIE 


VOORLOPIGE MEDEDELING 


A. D. Keet, JNR., M.D. (RAD.) 


Departement van Radiologie, Groote Schuur-hospitaal, Kaapstad 


Volgens Golden',® is radiologie die belangrikste 
hulpmiddel tot ons beskikking vir *n studie van orga- 
niese en fisiologiese afwykings van die lewende spys- 
verteringskanaal. Radiologie en meer in die besonder 
deurligting of fluoroskopie speel ook °n belangrike rol 
in die vasstelling van sekere anatomiese kenmerke 
van die spysverteringskanaal. Om slegs een bekende 
voorbeeld te noem kan die verskille tussen die anatomiese 
maag en die ,,kliniese maag” wat deur deurligting aan 
die lig gebring is, aangehaal word. 


Die skrywer baseer sy terme hoofsaaklik op die Hollandse 
mediese terminologie, omdat dit s.i. meer internasionaal is, en 
nie soseer op die lys van ontleedkundige terme nie wat deur die 
Suid-Afrikaanse Akademie in 1953 gepubliseer is. 


Soos voorheen in hierdie Tydskrif beskryf* bestaan 
daar onsekerheid oor sekere anatomiese en fisiologiese 
aspekte van die pyloriese gebied. 

Die opvattings van ‘n bepaalde reeks van onder- 
soekers, onder wie die vernaamste seker Forssell * 
en Torgersen'®,'! is, is toe uiteengesit, en sal later 
kortliks herhaal word. Die doel van die huidige studie 
is: 

1. Om langs radiologiese weg te probeer vasstel 
watter vorm die pyloriese kontraksies in die normale 
maag aanneem. 

2. Om na aanleiding hiervan ‘n spastiese kondisie 
van die pyloriese spierstelsel te beskrywe. 
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METODE 


Om die eerste doel te bereik is die volgende groepe 
persone ondersoek: 


(a) Tien studente tussen die ouderdomme van 20—28 
jaar wat geen noemenswaardige simptome van die 
spysverteringskanaal gedurende die voorafgaande 3 
jaar gehad het nie. 

(b) ’n Totaal van 111 pasiénte in wie geen afwyking 
in die maag of duodenum gevind kon word nie. Hierdie 
gevalle is gekies uit 250 opeenvolgende binne- en buite- 
pasiénte van die Groote Schuur-hospitaal wat deur die 
skrywer ondersoek is. Die pasiénte is weens klagte na 
die radiologiese afdeling vir ondersoek verwys.  Uit 
die groep van 250 is daar afwykinge in die maag en/of 
duodenum gevind in 139, terwyl in die resterende 
111, soos reeds gemeld, geen maag of duodenale letsel 
aangetoon kon word nie. Hulle ouderdomme het 
gewissel van 9—80 jaar, met die meerderheid in die 
ouderdomsgroep 30—60, en albei geslagte was in onge- 
veer gelyke getalle verteenwoordig. 

Vir die tweede doel word ’n oorsig gegee van ‘n 
reeks van 12 gevalle wat gekies word uit die 139 wat 
as abnormaal beskou word. Die ander abnormale gevalle 
word in die huidige ondersoek buite rekening gelaat. 

Die ondersoek het geskied deur middel van die 
gewone bariummaal. Deurligting het die grootste rol 
gespeel, omdat die pyloriese kontraksies natuurlik beter 
waargeneem kan word langs fluoroskopiese weg as deur 
fotografie. Nietemin is foto’s in alle gevalle as kontrole 
geneem. 


HISTORIESE AGTERGROND 


Forssell het reeds in 1913 vasgestel, op grond van sy 
radiologiese waarnemings van die normale maag, 
dat peristaltiek in die pyloriese gedeelte ‘n ander vorm 
aanneem as in die res van die maag. Dit ondergaan 
daar ’n modifikasie. Terwyl die peristaltiese golf elders 
essensieel “n ringvormige, koudaalwaarts bewegende 
kontraksie behels, vind daar *n konsentriese sametrek- 
king van ‘n vry breé gedeelte van die wand in die pyloriese 
gebied plaas. Die gebied wat op hierdie manier saamtrek 
is min of meer driehoekig van vorm, met die basis 
langs die groot kromming en die boonste hoek op die 
klein kromming. Hy het tot die gevolgtrekking gekom 
dat hierdie gebied ‘n funksionele eenheid is, wat hy 
die canalis egestorius genoem het. As dit saamgetrek 
is, vorm dit die pyloriese kanaal. 

Cole * het in 1928 tot ’n soortgelyke konklusie gekom 
na aanleiding van sy radiologiese en anatomiese waar- 
nemings. Hy konstateer dat die pyloriese gedeelte 
deur ‘n dik, waaiervormige spier omgewe is wat op °n 
konsentriese manier saamtrek en nie op die gewone 
peristaltiese manier nie. Golden het in 1937 ook hierdie 
verskynsel beklemtoon en noem dit die ,sistoliese kon- 
traksie van die maag-antrum’. 

Hoofsaaklik na aanleiding van die werk van Forssell 
het Torgersen ’n baie grondige vergelykend-anatomiese 
Studie van die maag onderneem waarvan die resultate 
in 1942 gepubliseer is. Vir enige onbevooroordeelde 
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waarnemer bekend met sy bevindinge sal dit seker 
duidelik wees dat hulle nie geignoreer kan word nie. 
Dit kom kortliks op die volgende neer: 

Die sirkulére spierstelsel van die pyloriese gedeelte 
van die maag bevat twee ringvormige verdikkings of 
spierbundels wat die maaguitgang omring en mekaar 
op die klein kromming ontmoet in ’n derde verdikking, 
nl. spier torus’ of spierknoop. (‘n Gepaste benaming 
hiervoor sou wees die pyloriese spierknoop.) Aan die 
kant van die groot kromming is die spierbundels ’n 
sekere afstand van mekaar verwyder wat natuurlik nie 
noodwendig konstant is in alle mae nie. Die een bundel 
omring die pyloriese opening en noem hy die ,regter 
canalis bundel’. Die ander is meer oraalwaarts geleé 
en is die ,linker canalis bundel’. (‘n Makliker benaming 
sou miskien wees die regter en linker pyloriese bundels.) 


Fig. 1. Skematiese voorstelling van die sirkulére muskulatuur 


van die pylorus. B.D.=Bulbus duodeni, P.S.K.=Pyloriese 
spierknoop, M=Maag, R.P.B.=Regter pyloriese bundel, P.D.= 
Pseudo-divertikel, L.P.B.=Linker pyloriese bundel. 


*n Skematiese voorstelling hiervan word in Fig. | gegee. 
Die bundels is slegs lokale verdikkings van die sirkulére 
spierweefsel, en lg. verbind die twee met mekaar, net 
soos die langwerpige vesels wat nie onderbreek word nie. 
As ‘n peristaltiese golf hierdie struktuur bereik, vind 
daar volgens Torgersen *n min of meer gelyktydige 
kontraksie van die regter en linker bundels plaas, 
m.a.w. ’n konsentriese sametrekking wat gepaard gaan 
met ’n kontraksie van die langwerpige vesels sodat 
hulle ook nader aan mekaar gebring word. As die 
kontraksie sy hoogtepunt bereik het, is die pyloriese 
kanaal gevorm. 
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DIE NORMALE MAAG 


In die 10 klagtevrye persone en in die 111 gevalle waar 
geen organiese afwyking aangetoon kon word nie, 
is essensieel dieselfde verskynsels waargeneem. ‘n 
Tipiese geval word as voorbeeld geneem: 

Aan die begin van die ondersoek word die maag en 
bulbus duodeni gevul met ’n suspensie van barium- 
sulfaat. Op ’n sekere stadium is die normale skeiding 
tussen hulle duidelik waarneembaar en die pyloriese 
gebied vry van peristaltiek (Fig. 2). Peristaltiese golwe 
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pyloriese kanaal is dan ten volle gevorm en lé as ‘n dun 
bariumhoudende kanaal oor die driehoek (nie goed 
sigbaar op die afdruk nie). Na een of twee sekondes 
ontspan die pyloriese gebied weer en kan die hele proses 
herhaal word. 

*n Vergelyking van Fig. | met Fig. 4 toon dat hierdie 
pyloriese kontraksie duidelik op die basis van Torgersen 
se anatomiese bevindinge verklaar kan word. Dit is 
blykbaar die kontraksie van die ,funksionele pyloriese 
eenheid’ van Forssell, van die ,waaiervormige spier’ 
van Cole en van die ,canalis egestorius’ van Torgersen. 


Fig. 2. Pyloro-duodenale ocrgang met die pyloriese gebied ontspan. Die skeiding tussen maag en duodenum is duidelik te sien. 


Fig. 3. 
op die klein kurvatuur verbreed. 


Die begin van *n sametrekking. Daar is ‘n insnoering op die groot kurvatuur. Die skeiding tussen maag en duodenum 
Fig. 4. Die sametrekking word hewiger en lyk na ‘n omgekeerde ,V’. Let op die pseudo- 


divertikel op die groot kurvatuurkant. 


beweeg dan koudaalwaarts langs die ,vertikale’ en 
shorisontale’ dele van die maag, terwyl die pyloriese 
gebied nog ontspanne bly. Na ’n wisselende getal 
golwe vind ‘n tipiese sametrekking van die pars pylorica 
plaas. Dit begin as voortsetting van ‘n peristaltiese 
golf en is aanvanklik ‘n insnoering op die groot krom- 
ming wat ’n sekere afstand oraalwaarts van die pyloriese 
opening geleé is. Terselfdertyd vind daar ’n verbreding 
van die impressie tussen maag en duodenum op die 
klein kromming plaas. ‘n Sakvormige uitstulping is 
gevolglik waarneembaar op die groot krommingskant 
tussen die pyloriese opening en die insnoering (Fig. 3). 
Laasgenoemde insnoering word groter en dieper en 
tegelykertyd word die kontraksie op die klein kromming 
ook hewiger. Die sakvormige uitstulping word kleiner 
en lyk na ’n pseudodivertikel (Fig. 4). Die gebied wat 
nou saamgetrek is lyk na ’n omgekeerde V. Dit bestaan 
uit ’n verbreiding van die oorspronklike impressie tussen 
maag en duodenum op die klein kromming, wat die 
boonste hoek van die omgekeerde V vorm, en die 
regter en linker bene wat waaiervormig na die groot 
kromming uitstrek. Die laaste stap is nou dat daar ’n 
gelyktydige verbreding kom van die twee bene van die 
V. Dit bring mee dat die pseudodivertikel verdwyn 
en dat daar ’n driehoekige saamgetrekte gebied is tussen 
die maag en duodenum wat ons graag wil beskrywe 
deur dit die negatiewe driehoek te noem (Fig. 5). Die 


Dit is ook die ,sistoliese kontraksie van die maag-antrum’ 
van Golden. Hierdie verskynsel het ons by alle normale 
mae aangetref en is seker van belang in die réntgendiag- 
nostiek waar dit gaan om die normale en abnormale 
pyloriese gebied. Hoewel die huidige ondersoek hom 
nie daarmee bemoei nie, wil ons konstateer dat ‘n orga- 
niese afwyking in hierdie gebied ernstig oorweeg moet 
word as die kontraksies nie volgens bostaande verloop 
nie. Dit behoort *n aanduiding te wees dat verdere 
ondersoek noodsaaklik is. 

*n Eienaardigheid is dat so weinig aandag in die 
verlede aan die radiologiese bewegingsvorme van die 
pyloriese spierstelsel bestee is. Die belangrike werk 
van Forssell en Torgersen is feitlik onbekend. Laas- 
genoemde se bevindinge is tot onlangs slegs in Skandina- 
wiese publikasies bekend gestel, terwyl dit seker ‘n 
wyer leserskring verdien. Een rede vir die gebrek aan 
belangstelling in die pylorus is miskien die nabyheid 
van die bulbus duodeni. In die soektog na ‘n ulkus 
in die bulbus duodeni word slegs verbygaande aandag 
aan die pylorus gegee. Buitendien is die pyloriese 
gebied in die gewone serie-opnames van die bulbus 
slegs gedeeltelik in die gesigsveld. Terwyl die roetine- 
ondersoek van die bulbus duidelik omskrywe is, Is 
dit nie die geval met die pyloriese gebied nie. 

Die terme omgekeerde V, negatiewe driehoek en 


pseudodivertikel word hier vir die eerste keer in hierdie 
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Fig. 5. 
funksionele en anatomiese pyloriese eenheid. Fig. 7 


Die maksimale sametrekking. Die saamgetrekte gebied lyk na ’n driehoek. Fig. 6. Geval 1. 


Geval. 1. 


Spasme van die 
Daar is ’n mindere graad van beweging maar die omgekeerde 


,V’ is gedurig aanwesig. 


verband gebruik. Die pseudodivertikel is veral interessant 
omdat daar soms ’n neiging is om dit vir ’n pyloriese 
ulkus aan te sien. (Om tegniese redes is dit moeilik 
om *n opeenvolgende serie van die pyloriese kontraksies 
op plate vas te lé. Figure 2, 3 en 4 illustreer verskillende 
fases in dieselfde maag terwyl Fig. 5 die maksimale 
sametrekking in ’n ander geval is.) 


’N SPASTIESE KONDISIE 


Uit die 139 gevalle wat as abnormaal beskou word, 
was daar *n reeks van 12 waarin essensieel dieselfde 
verskynsels waargeneem is. In hierdie gevalle het 
peristaltiek normaal verloop tot by die pyloriese gebied, 
wat nie maksimaai ontspan het en ook nie altyd mak- 
simaal saamgetrek het nie, hoewel ’n mindere graad van 
sametrekking en ontspanning wel plaasgevind het. 
Wat die verskynsel van belang maak is die feit dat 
hierdie spastisiteit oénskynlik beperk was tot die ,funk- 
sionele en anatomiese pyloriese eenheid’. Die volgende 
gevalle dien as illustrasie: 


Geval 1. C.D., blanke vrou, 63 jaar oud. Galblaas ondersoek 
op 28 September 1953 toon geen vulling. Bariummaal op 2 Okto- 
ber 1953 toon dat daar ’n spasme van die onderste 1 of 2 cm. 
van die oesophagus is sonder aanduiding van ’n organiese letsel 
ter plaatse. Daar is ’n duidelik omskrewe gebied in die pyloriese 
gedeelte van die maag wat spasties is. Die impressie van die 
pyloriese spierknoop is konstant aanwesig en die spastiese gebied 
het verder die vorm van ’n omgekeerde ,V’ met 2 bene wat waaier- 
vormig uitstrek na die kant van die groot kromming (Fig. 6). 
n Mindere graad van beweging in die gebied is wel aanwesig, 
soos vergelyking van Figure 6 en 7 aandui, maar die negatiewe 
drichoek word nooit gevorm nie, of, met ander woorde, ’n maksi- 
male kontraksie vind nie plaas nie. Die gebied het ook nooit 
ten volle ontspan nie. Sorgvuldige ondersoek het geen organiese 
afwyking getoon nie. Lediging van die maag was normaal. Diag- 
nose: Patologiese galblaas, kardiospasme, pylorospasme. 

Die pasiént is vir operasie opgeneem in die saal van prof. Eras- 
mus. Operasie (7 Oktober 1953) (dr. Mears): Patologiese gal- 
blaas met stene word verwyder. Geen afwyking word in die maag 
gevind nie. 

Geval 2. 


M.M., nie-blanke vrou, 46 jaar oud. Bariummaal 


op 14 Oktober 1953 toon dat daar aanvanklik ’n spasme is van die 
pyloriese gebied met ’n duidelik omskrewe omgekeerde ,V’. Op 

‘n latere stadium gedurende dieselfde ondersoek vind daar auiel- 
male ritmiese sametrekkings van die pyloriese gebied plaas waarby 


die negatiewe driehoek ten volle gevorm word. Geen organiese 
afwyking is in die maag of duodenum gesien nie. 

Van die 12 gevalle was die bevindinge sover dit maag 
en duodenum betref in 9 ander gevalle soortgelyk aan 
dié van Geval 1, terwyl dit in die laaste geval soortgelyk 
was aan dié van Geval 2. In geeneen is daar ’n organiese 
afwyking in hierdie dele gevind nie, en daar was geen 
rede om aan te neem by verdere kliniese en laboratorium- 
ondersoek dat ’n organiese afwyking aanwesig was nie. 
Twee tipes van spastisiteit van die pyloriese spierstelsel 
is dus gesien, nl. ’n konstante spasme in 10 gevalle en 
*n tydelike spasme in 2 gevalle. Die wese van die spasme 
was in al 12 gevalle dieselfde. Dit het die vorm aangeneem 
van en was oénskynlik beperk tot die ,funksionele en 
anatomiese eenheid van die pylorus’. 


By ‘n benadering van die vraagstuk kom die hele 
kwessie van pylorospasme ter sprake. Wat is pyloro- 
spasme? Meesal word daar vergeefs in die erkende 
handboeke na ’n aanneemlike uitleg gesoek. Die 
algemeen aanvaarde mening is dat daar ’n spastiese 
sametrekking van die pyloriese opening is wat lediging 
van die maag vertraag en ’n hipotoniese, sakvormige 
maag tot gevolg het. Die hipotoniese maag wat in staande 
houding gesien word, word dus gewoonlik bestempel as 
pylorospasme. Dat daar geen werklike spasme in 
hierdie gevalle is nie word bewys deur die pasiént op 
die regter sy te laat lé, wanneer daar geen verdere 
oponthoud met lediging is nie. Die volgende geval 
dien as illustrasie: 

Geval 3. S.J., nie-blanke meisie, 12 jaar oud. In staande 
houding word ’n hipotoniese, sakvormige maag gesien. Die 
pyloriese kontraksies lyk normaal. Daar is vertraagde lediging 
sodat selfs na geruimte tyd nog feitlik geen barium in die duode- 
num gesien word nie. Die pasiént word nou in regter rugligging 


gebring. Die bulbus duodeni word feitlik onmiddellik gevul, en 
lediging verloop sonder verdere oponthoud. 

Die pasiént word weer in staande houding gebring. Weer is 
daar vertraagde lediging van so ‘*n graad dat gevulde opnames 
van die bulbus nie verkry kan word nie. Om die ondersoek te 
voltooi moes ’n regter rugligging vir die tweede keer toegepas 
word. Geen organiese afwyking is in die maag of duodenum 
gesien nie. 
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Bogenoemde voorbeeld skets ongeveer die toedrag 
van sake in die meerderheid van hierdie gevalle. Dit lyk 
dus of die hipotoniese, sakvormige maag met vertraagde 
lediging wat in staande houding gesien word nie ‘n gevolg 
is van pylorospasme nie. Die vertraagde lediging is 
onses insiens die gevolg van die vorm van die maag, 
wat tot op sekere hoogte na willekeur verander kan 
word deur die houding van die pasiént te verander, 
en dit het weinig of niks met pylorospasme te doen nie. 
Hurst het heelwaarskynlik bogenoemde tipe maag in 
gedagte gehad toe hy van achalasie van die pylorus 
gepraat het, wat ‘n spastiese kondisie van die pyloriese 
opening sou aandui. 

Templeton noem pylorospasme spasme van die 
pylorus en distale gedeelte van die antrum’, en by ‘n 
ander geleentheid ,’n kontraksie van die pyloriese gebied’. 
Buckstein ' noem twee verskillende spastiese kondisies, nl. 
(1) ’n spasme wat beperk is tot die pyloriese opening en 
(2) *n spasme wat ’n deel van die pars pylorica beslaan. 
Golden, en Shanks en Kerley,® lg. na aanleiding van 
Hurst en Briggs * se werk, differensieer op ‘n soortgelyke 
manier tussen twee vorms, nl. *n spasme van die pyloriese 
Opening en ‘n spasme van die antrum. Geen van hierdie 
ondersoekers het die spasme van die ,antrum’ in beson- 
derheid beskryf, of die anatomiese agtergrond daarvan 
nie. 

Die 12 gevalle van pylorospasme soos hierbo beskrywe, 
is duidelik “n spasme van die pyloriese ,antrum’. 

Vergelyking met die normale gevalle toon: 

(1) dat dit ‘n variasie is van die normale pyloriese 
kontraksies. 

(2) dat dit duidelik verklaar kan word op die basis 
van Torgersen se vasstelling van die spierstruktuur 
van die gebied. Torgersen het geskimp dat sy ,canalis 
egestorius’ aan spasme onderhewig kan wees, maar 
dit nie in soveel woorde gesé nie. Hierdie gevalle kan 
weinig twyfel laat bestaan dat dié vorm van pyloro- 
spasme wel voorkom en beperk is tot die pyloriese 
spierknoop en regter en linker pyloriese bundels. 

Of daar so iets bestaan as’n spasme van die pyloriese 
opening alleen (achalasie van die pylorus) is “n ander 
vraag, en bowendien onwaarskynlik in die lig van 
Forssell en Torgersen se bevindings, waaruit duidelik 
blyk dat die verskillende afdelings van die ,canalis 
egestorius’ nie onafhanklik van mekaar nie, maar as ‘n 
eenheid funksioneer. Dit is dus haas ondenkbaar, om 
fisiologiese redes, dat die regter pyloriese bundel alleen 
kan saamtrek sonder spasme van die spierknoop of 
die linker bundel. °n Organiese struktuur mag hier wel 
aanwesig wees maar °n suiwer spastiese kondisie van die 
spyloriese opening’ het ons nog nie teengekom nie. Soos 
reeds aangetoon, is daar in hierdie gevalle, wat dan ‘n 
hipotoniese maag tot gevolg sou hé, geen werklike 


‘DOCTOR’S DAY’ 


Following the Clinical Session of the American Medical Association 
held at Miami, Florida, on 29 November to 2 December 1954, the 
Secretary-General of the World Medical Association visited 
Havana, Cuba, on 3 December, the birthday of Carlos Finlay, who 
proved that yellow fever was transmitted by the mosquito. 

Dr. Finlay’s birthday is now designated as a special medical 
holiday known as “Doctor's Day’, states a letter from the Secretary- 
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spasme aanwesig nie, en die verklaring van genoemde 
onderseekers kan moeilik aanvaar word 


SAMEVATTING 


Volgens die bevindinge van Forssell, Torgersen e.a, 
vorm die spierstelsel van die pyloriese gedeelte van die 
maag ‘n anatomiese en funksionele eenheid wat uit drie 
afdelings bestaan, nl. die pyloriese spierknoop en die 
regter en linker pyloriese spierbundels. Hierdie bena- 
mings is ’n modifikasie van dié van Torgersen en word vir 
die eerste keer gebruik. Drie nuwe radiologiese tekens 
word ook beskrywe, nl. die ,omgekeerde V’ wat ‘n 
gedeeltelike kontraksie van die funksionele en anato- 
miese pyloriese e2nheid aandui, die ,pseudo-divertikel’ 
wat hiermee saamhang, en die ,negatiewe driehoek’ 
wat maksimale sametrekking aandui. Normaal- 
weg gaan die pyloriese kontraksie die stadiums van 


omgekeerde V en negatiewe driehoek deur. As dit nie 
gebeur nie moet die moontlikheid van ‘n organiese 
afwyking in dié gebied ernstig oorweeg word. ‘n Suiwer 


spastiese kondisie van die anatomiese en funksionele 
eenheid kom ook voor en word beskrywe. In hierdie 
gevalle is die omgekeerde V blywend en die negatiewe 
driehoek word Of gladnie Of baie selde gevorm, terwy| 
*n organiese afwyking nie aanwesig is nie. 

Die pseudo-divertikel word soms met 
ulkus verwar. 

Dit lyk of die hipotoniese maag in die meerderheid 
van gevalle nie die gevolg is van pylorospasme nie, en dit 
is twyfelagtig op grond van die anatomie en bewegings- 
vorme van die gebied of daar so iets bestaan as ’n spasme 
van die pyloriese opening alleen. 


pyloriese 


Die skrywer wens dr. N. H. G. Cloete, Superintendent, Groote 
omy taps te bedank vir toestemming om gebruik te maak 

van die gegewens asook dr. L. Werbeloff, Waarnemende Hoof 
van die Departement van Radiologie, vir die fasiliteite en die 
~ persone vir hulle samewerking: R.C., J.H. de J., G.G. 
du P., J.L. du P., H. de V.H., J.G.J., J.P.N., K.L.P., J.H.BS., 
G. van N. 
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IN CUBA 


General dated 7 January. All medical societies and hospita!s have 
special ceremonies for the day. The patients honour their doctor 


giving him special recognition either by making a social call to see 
him or by sending him a gift. 

The Secretary-General states that so far as he knows Cuba is 
the only country in the world in which the general public has 
adopted a special day on which to recognize the services rendered 
by doctors. 
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RADIOLOGICAL CASE BOOK 


XXXIX: FATIGUE (INSUFFICIENCY) FRACTURE OF THE TIBIA 


Eric SAMUEL, M.D. (LOND.), F.R.C.S. (ENG.), F.F.R. (LOND.) 


Johannesburg 


Fatigue fractures most frequently occur in the metatarsal 
bones of the foot, where the part played by undue stress 
has been so well recognized that they have been named 
‘march fractures’. 

The diagnosis of a march fracture of the metatarsal 
bone is relatively straightforward and the references in 
various text-books to the difficulty of differentiating the 
condition from sarcoma emphasizes the truism that ‘it 
takes 25 years to get a fact into a text-book and another 
25 years to get it out’. 


Fig. 1. (a) 12 June, 1954. 


The diagnosis of fatigue fractures occurring in other 
parts of the skeleton ', *, * is more difficult. Clinical 
examination seldom gives more than a clue to the possible 
diagnosis, and the radiological examination may increase 
the number of diagnostic possibilities since periostitis 
without a visible fracture line may be the only finding. 
As in fatigue fractures in the metatarsal bone, the frac- 
ture line usually becomes visible at some stage if careful 
serial radiographs are taken. 

The pathology of all fatigue fractures is similar and is 
partly analogous to the fatigue fracture which occurs in 


(b) 23 June, 1954. (c) 


metals.* The case recorded emphasizes that this state of 
affairs is most likely to occur in athletes who are in- 
adequately trained. 


Case Report: J.A., a school-boy aged 14 years, presented himself 
complaining of pain in the upper aspect of the right calf. On 
examination the clinical findings were a }-inch enlargement in the 
upper part of the calf. No redness or heat could be detected. 
All serological examinations of the blood were negative. A 
radiographic examination at this time revealed a periostitis over the 
posterior aspect of the tibia. No definite fracture-line was visible 


6 August, 1954. 


and some speculation arose as to the aetiology of this periostitis 
(Fig. la). The diagnosis of fatigue fracture was offered and serial 
radiography a week later and an enlargement radiograph (macro- 
radiogram) revealed the fracture-line extending across the tibia 
postero-anteriorly (Fig. 15). The patient was placed in a light 
plaster cast for protection as Blair-Hartley' has shown that addi- 
tional trauma may cause the fracture to become complete. Re- 
examination weeks later revealed that the fracture had completely 
healed (Fig. 1c) and some thickening of the periosteum posteriorly 
was all that remained. 

A closer analysis of the patient’s history revealed that hie had 
been training for school sports and had been swimming up to 
1,000 yards daily. An important fact was that he had joined the 
swimming class half way through its period of intensive training, 


: 
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and that examination of the opposite knee had shown a small 
fragment of bone detached from the inferior aspect of the patella 
at the attachment of the ligamentum patellae. 


I am indebted to Mr. S. Sacks and Dr. D. Bengis, who were 
responsible for the case and treatment of the patient, for permission 
to publish this case record. 


POLIOMYELITIS 


Following are the returns, supplied by the Union Department of 
Health, of cases notified under the Public Health Act as suffering 


Non- 
European European 
Transvaal: 


Johannesburg 12 3 
Johannesburg P.U.A.H.B. 3 
Pretoria 
Pretoria P.U.A.H.B. 2 2 
Vereeniging | 
Roodepoort-Maraisburg 3 


Witbank P.U.A.H.B. 
Westonaria 
Heidelberg 

Benoni 
Benoni P.U.A.H.B. 
Springs 
Boksburg 
Louis Trichardt 
Middelburg 


2 | 
=) 


Total for Transvaal 


Cape Province: 
Ugie (Maclear district) l 
Wilderness (Case ex Salisbury) 
Burgersdorp 
East London (One case ex Bloem- 

fontein) 3 
Port Elizabeth 
Richmond Divisional Council I 
Cape Town 
Stutterheim Divisional Council 


ol 


Total for Cape Province 
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IN THE UNION 


from poliomyelitis in the period 30 December 1954 to 6 January 
1955: 


Non- 
European European 
Natal: 
Durban 6 
Pietermaritzburg l 
Pietermaritzburg district 
Stanger 
Ndwedwe 
Westville 1 
Kenterten (Umsinto district) 1 
Umzinto district 
Richmond 
Scottburgh 2 
Reunion 
Inanda 
Pinetown l 
Pinetown district l 
Hilton Road 1 
Umlazi district | 
Arnanzimtoti 
Uvongo 
Umlazi 
Harding district | 
Howick district 1 
| 
1 
1 


Port Shepstone district 
Weenen district 
Mapumulo district 


Total for Natal 13 


L 


Orange Free State: 
Ficksburg 
Bloemfontein 
Bloemfontein district 
Kroonstad 
Koppies 
Fouriesmith district 
Virginia 


—— 


Total for O.F.S. 
TOTAL FOR UNION 


| 
Bu | 


NEW PREPARATIONS AND APPLIANCES : NUWE PREPARATE EN TOESTELLE 


Maybaker (S.A.) (Pty.), Limited, announce that ‘Neo-varicane’ 
brand Monoethanolamine Oleate Solution is available for the 
injection treatment of varicose veins and indirectly for the treatment 
of varicose ulcers and varicose eczema. A uniform response is 
obtained from its use, and there is little likelihood of anaphylactic 
phenomena or allergic reactions occurring. ‘Neo-varicane’ is 
supplied as multi-dose containers of 25 c.c. 

Fisons Chemicals are marketing under the name ‘/mferon’, a new 
iron product for intramuscular injection. ‘Imferon’ has been 
produced following research at Benger Laboratories. 


‘Imferon’ is a solution of an organic iron complex presented in 
ampoules of 2 ml. (containing the equivalent of 100 mg. iron) and 
5 ml. (250 mg.). The iron content is wholly utilized and the response 
is rapid. ‘Imferon’ will very considerably widen the scope of 


parenteral iron therapy. 

The packings are 10x 2 ml. ampoules, 100 x 2 ml. ampoules, 
5x 5 ml. ampoules, 50 x 5 ml. ampoules. 

Supplies are available from the usual sources. In case of difficulty 
communications may be sent to British Chemicals & Biologicals 
(S.A.) (Pty.), Ltd., 259 Commissioner St., (P.O. Box 5788), Johan- 
nesburg. 
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PASSING EVENTS : IN DIE VERBYGAAN 


Union Department of Health Bulletin. 
6 January 1955: 

Plague. Orange Free State: One (1) Native case and one (1) 
Native death in the Edenville area in the Kroonstad district. The 
diagnosis of the fatal case was confirmed by laboratory tests. 

Smallpox: Nil. 

Typhus Fever. Cape Province: No further cases have been 
reported from the Glen Grey and Maraisburg districts since the 
notifications of 9 December 1954. These areas are now regarded 
as free from infection. No further cases have been reported from 
the Qumbu district since the notification of 11 November 1954. 
This area is now regarded as free from infection. No further cases 
have been reported from the Queenstown district since the notifica- 
tion of 4 November 1954. This area is now regarded as free from 
infection. No further cases have been reported from the Xalanga 
district since the notification of 28 October 1954. This area is now 
regarded as free from infection. 

Epidemic Diseases in other Countries: 

Plague: Nil. 

Cholera in Chalna (Pakistan); Calcutta, Madras (India). 

Smallpox in Basra (Iraq); Bombay, Calcutta, Delhi, Jodhpur, 
Kanpur, Madras (India); Moulmein (Burma); Phnom-Penh 
(Combodia); Saigon-Cholon (Viet-Nam). 

Tvphus Fever: Nil. 


Report for the 8 days ended 


*% * * 
Dr. Albert Schweitzer, the noted doctor, musician, and philosopher, 
has been elected (according to a Sapa-Reuter United Press Cable) 
a member of the West German Civil Order of Merit. Dr. Schweitzer 
who was 80 on 14 January has worked for nearly half his life as a 
medical missionary. As surgeon-doctor at his hospital at Lam- 
barene, French Equatorial Africa, he works 16 hours a day. He 
was honoured in 1952 with the Nobel Peace Prize. 

* 


The American Medical Association held its Eighth Clinical Meeting 
in Miami, Florida, from 29 November to 2 December 1954 and 
3,253 doctors attended, states the letter of the Secretary-General 
of the World Medical Association. The House of Delegates 
considered such subjects as geriatrics, medical ethics, internships, 
grievance committees, hospital accreditation, the doctor draft law, 
state subsidized medicine and professional liability insurance. 
= 

Cape Town Paediatric Group. The next meeting will be held on 4 
February, 1955, in the E Floor Lecture Theatre Groote Schuur 


Hospital. Dr. W. P. W. Jackson, will give an illustrated talk on 
More Dwarfs, Bony Dystrophies and Inheritance. Members of the 


Surgical, Orthopaedic, Endocrine, Radiology and Physicians’ 
Groups are cordially invited to attend. 
* * * 


Mr. A. E. Laubscher, Surgeon, has returned to Johannesburg 
from his recent trip to England and the Continent. 


* * * 


Vacancies for Commissioned Appointments as Medical Officers in 
the South African Permanent Force. In a Department of Defence 
notice in the Government Gazette of 31 December 1954 appli- 
cations are invited from qualified medical practitioners for com- 
missioned appointments as Medical Officers in the South African 
Medical Corps, Permanent Force. Successful candidates will 
be appointed depending on professional qualifications and experi- 
ence as either Lieutenant, Captain or Major and will be required 
to serve a probationary period of six months. The annual salary 
is as follows: Lieutenant £1,020 x £60—£1,200; Captain £1,380; 
Major £1,500. A cost of living allowance is also payable to married 
officers at the prevailing rate of £234 per annum. Candidates 
mustbe bilingual citizens of the Union of South Africa, in possess- 
ion of a recognized medical degree, and must be registered with the 
South African Medical and Dental Council. Applications, contain- 
ing particulars and qualifications, past experience etc. and accom- 
panied by certified true copies of degree and registration certificates 
and two recent testimonials, should be submitted to the Adjutant 
General, Defence Headquarters, Potgieter Street, Pretoria. 
* * * 


Dr. Cecil Komins, M.B., Ch.B. (Cape), D.M.R. (Cape), who has 
for the past 8 years been Senior Radiologist to the Johannesburg 
group of hospitals, and Dr. Leon Morris, M.B., B. Ch. (Rand), 
D.M.R.D., R.C.P. & S. (Eng.), who has recently returned from the 
United Kingdom, where he held the post of Registrar to the 
Radio-diagnostic Department of the London Hospital, have joined 
Dr. Eric Samuel, M.D. (Lond.), F.R.C.S. (Eng.), F.F.R. (Lond.), 
D.M.R.E. (Camb.), in practice at 1 Lister Buildings, Jeppe Street, 
Johannesburg. 
* * 


Dr. Maurice Nellen has returned from an extensive visit to America 
and England during which he was Federal Council Delegate at 
the International Cardiac Congress in Washington in September 
1954, 


IN MEMORIAM 
Dr. D. C. Devitt, M.R.C.S., L.R.C.P., D.A. (R.C.P. & S. ENG.) 


Dr. J. C. Nicholson of Johannesburg writes: The recent sudden 
death of Dr. D. C. Devitt has come as a shock to all who knew 
him. 

Born at Cradock (Cape Province) 48 years ago, the son of a 
well-known medical practitioner in those parts, he proceeded to 
England where, at St. Thomas’ Hospital, he completed his under- 
graduate training. Then followed a period of general practice 
before he devoted himself entirely to anaesthesia. 

During the war he saw service with the R.A.F. and, 2 years 
after the cessation of hostilities, he decided to return home. At 
the time of his death he held the position of Senior Full-time 
Anaesthetist on the staff of the Johannesburg Hospital and the 
University of the Witwatersrand. 

Anaesthetic practice in this country has been the richer for his 


BOOK REVIEWS 


Ways to Psychic Health. By A. Maeder. 
London, Hodder & Stoughton. 1954. 


(Pp 188. 12s. 6d.) 


Contents: 1. Introduction. 2. Treatment of Psychogenic Depressions. 3. Disturbed 
Sleep and Insomnia of Psychogenic Character. 4. Cure of a Dog Phobia in the 
case of a Seven-Year-Old Boy. 5. Dangerous Appendicitis or Hysterical Attack? 
6. Defiance Neurosis (Trotzneurose) of a Seventeen-Year-Old - 3 School 
Student. 7. Treatment of a Recently Acquired Obsessional Neurosis. 8. Cure of 


work in that field, which gained him the respect of all his col- 
leagues; and his solid practical approach to the most difficult 
problems has been generally admired by all who were privileged 
to work with him. With his enthusiasm for progress he also 
displayed a shrewd conservatism, based on sound physiological 
principles, which was a sheet-anchor to his pupils and enabled 
them, amid a maze of innovations, to sift the wheat from the chaff. 

His loss is irreplaceable. for he belonged to that rapidly dis- 
appearing group of men who are able to combine the breadth of 
vision and the human understanding of a first-class general practi- 
tioner with the consummate skill and judgment of the specialist. 

Those of us who were privileged to know him more intimately 
knew him as a kind and generous friend and a devoted husband 
and father. 


BOEKRESENSIES 


a Hyperthyroid. 8. Psychotherapy and Pastoral Care. (Parts 1, 2 and 3.) 10. 


Reflections on the Hardships and Inner Stability of the Psychiatrist. Appendix— 
The Hippocratic Oath. 

In this book one is permitted to ‘sit in’ at the psychotherapeutic 
interviews of a number of psychoneurotics, and to follow the 
thoughts which go through Dr. Maeder’s mind, as he handles the 
patients according to their own individual requirements. 
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In the cases described the author adopts a method which he 
terms ‘brief psychotherapy’. Here as few as 3—10 interviews of 
an hour each are shown to be sufficient to obtain satisfactory 
results. Although the analytical viewpoint is basically still retained, 
an ‘active-guiding’ approach is used by the physician instead of 
the orthodox, but more time-consuming, free-association method. 

After 35 years of experience with mentally ill people, Dr. Maeder 
has come to the conclusion that an exclusively scientific approach 
is not sufficient, if one is to give the patient the maximum aid: 
the psychotherapist can do much for many patients by guiding 
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CORRESPONDENCE 


MANAGEMENT OF MALARIA 


To the Editor, | should like to compliment Dr. Gelfand on his 
excellent and lucid article which appeared in your columns of 
1 January, 1955. There are, however, certain criticisms I should 
to offer. 

Early in the article he discusses the severe group. “These 
ma... are more likely to be met in the non-immune subject 
exposed for the first time, although this rule is not absolute; in 
an immune subject a heavy infection occasionally occurs and the 
patient may be dangerously ill’. I find this statement difficult to 
comprehend. Surely, if the subject is immune he does not get 
malaria, and if he gets malaria it is because he is non-immune. 
Does Dr. Gelfand mean immune or non-immune to a fatal out- 
come? Under the next heading he deals with the ordinary attack 
of malaria. These distinctions may be all very well for learned 
physicians with the comforts and facilities of New Sarum at their 
behest but, in my humble view, the keen young (or less experienced) 
doctor in the boma, far from well stocked chemists’ shops and 
modern hospitals with competent nursing staffs and liberal supplies 
of glucose and saline drips, would be well advised for his patients’ 
sake to regard every attack of sub-tertian malaria as serious. 

From a considerable experience, | think there are few condi- 
tions in which a successful outcome is more dependent upon the 
attending practitioner’s clinical acumen than in malaria. Having 
read Dr. Gelfand’s article, the inexperienced may be left with the 
impression that so long as the patient does not succumb from the 
acute attack, success in treatment has been attained. Let no man 
labour under such false delusion. Subsequent relapses or attacks 
may prove fatal, and in the meantime much ill health ensue, a 
considerable handicap to the patient and his employer. 

3. For reasons too many and varied, I cannot agree with Dr. 
Gelfand’s optimistic views on malaria in the ‘immune Native’, and 
here let me relate a personal anecdote. 

Some years ago, on a bitter mid-winter day, I met a colleague 
who had just emerged from an M.R.C.P. ‘viva’. In reply to my 
inquiry as to how he had fared he told me the following story. 
Having been cordially greeted and beckoned to sit down by the 
examiner, from whom he was separated by a table bearing an array 
of pathological treasures, the interview went as follows: 


Examiner: Doctor, tell me, what disease takes the greatest toll 
of human life? 

Candidate: Tuberculosis. (To himself, ‘Captain of the Men of 
Death’). 


Examiner (Poker face:) No. 


Candidate (not quite so certain): Pneumonia. 
Examiner: No. 

Candidate (still less certain): Cancer. 
Examiner: No. 
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them toward the road of religious faith. This does not mean that 
the psychiatrist should become a clergyman, but is does mean that 
he should have an understanding of, and respect for, the religion 
of the person with whom he is dealing, and that he should not 
hesitate to obtain pastoral help when necessary. 

As an approach to Psychiatry this book is certainly a most 
unusual one, but the absence of complicated technical jargon 
makes it very readable, and of value to any medical man who may 
have to cope with the mentally ill patient. 


A.M, 
BOEKE ONTVANG 
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Candidate ( flabbergasted): Hypertension. 

Examiner: No, doctor, malaria is the greatest killer of mankind. 

Somehow or other, I suspect that many of the victims of the 
—_ killer of mankind are ‘immune Natives’. 

Dr. Gelfand offers a large range of drugs, and from his 
2. one infers that quinine ts still the sine qua non. He quite 
rightly advises caution in the use of quinine, but among his contra- 
indications is one fallacy that should be dispelled for good and all. 
He states, ‘Quinine is of risk to a pregnant woman and when 
larger doses are given may induce a miscarriage’. If he implies 
that miscarriage is the only danger, he is misleading. Anyone 
who has worked in a maternity unit will know that quinine enjoyed 
a great reputation as an abortifacient, but when used therapeuti- 
cally to induce abortion or labour was found to be ineffective. 
If pregnancy terminates prematurely in a woman with malaria 
the accident should be attributed to hyperthermia and not quinine. 

I believe that malaria is no more or less likely to terminate 
pregnancy than any other acute fever. Nevertheless, let us suppose 
that quinine will induce abortion; the quinine should still be given 
if it is likely to save the expectant mother’s life, for a live woman 
post abortws: is of more value than a woman who succumbs before 
the end of her pregnancy. If perchance, quinine conveys other 
risks peculiar to pregnant women, Dr. Gelfand should mention 
them. 

Dr. Gelfand gives a good outline of the treatment of acute and 
chronic malaria but omits to mention the criterion of cure, viz. 
that the patient when transferred to a non-malarious area will 
no longer harbour parasites or suffer from relapses. I was particu- 
larly interested in his reference to NAB. Apart from its beneficial 
effects I found it to be a good therapeutic test; I made a practice 
of giving apparently cured cases 0.15 g.; often within an hour the 
patient was seized with a rigor and parasites were subsequently 
found in the peripheral blood. 

5. Under the heading of prophylaxis, Dr. Gelfand mentions 
the outstanding progress of recent years and eulogizes several 
drugs which may prevent an attack of malaria. If it is true that 
when several treatments are available for a disease none of them 
is satisfactory, then we have yet to find the panacea for preventing 
malaria. There are far better ways of preventing malaria than 
swallowing pills. If an individual must visit a malarious district 
he can do much to avoid or minimize the risk of contracting the 
infection. In populated districts the hygiene officers, if given the 
means, can be relied upon to eradicate this scourge. 

Allan B. Swarbreck 
P.O. Box 4405, 


Johannesburg. 
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1. Gelfand. M. (1955): 
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